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ABSTRACT 
Objective: the israel Survey of Mental Health among 
Adolescents (iSMEHA) aimed to ascertain the prevalence 
of selected mental disorders and patterns of comorbidity; 
service utilization and unmet needs; health and socio-
demographic covariates; and risk and protective factors. 
this paper reviews the methods used and discusses the 
strengths and limitations of the survey. 

Method: the iSMEHA was a cross-sectional survey that 
included 957 israeli adolescents, representative of the 
adolescent population aged 14-17 years. the Strengths 
and Difficulties Questionnaire, Hebrew version 
(SDQ-H), the Development and well-Being Assessment 
(DAwBA) inventory, services utilization, health status 
and sociodemographic questions were administered 
to adolescents and their mothers at the respondents’ 
homes between January 2004 and March 2005. 

Results: the overall response rate was 68.2%, and 
it varied by gender and type of locality. Among boys, 
71.3% responded, as compared to 65.2% among girls. 
the response rate among adolescents living in a Jewish 
or mixed city was 62.5% as compared to 89.6% among 
adolescents living in an exclusively Arab-populated city. 

Conclusions: the iSMEHA allows the creation of a 
unique and comprehensive database informing on the 

prevalence, burden, services utilization and unmet 
needs of adolescents with psychiatric disorders. 
these data will enable policymakers to more rationally 
plan services and prevention programs for the target 
population.

InTRoduCTIon
The resources allotted for mental health care and the 
types of services offered vary across countries (1, 2). 
Different reasons may be imputed, among them, the 
uncertainty of policymakers regarding the kind of ser-
vices that need to be delivered, for whom and by whom 
(3). In an era of restricted resources, the local agen-
cies responsible for providing mental health services 
for children and adolescents follow the world trend 
(1, 4-7), namely, to rely on epidemiological data for 
rational policy and planning of programs and services. 
Because of the limited data available on mental health 
problems among adolescents in Israel (8-13), the Mental 
Health Services at the Ministry of Health, along with 
the Ministry of Education, the Ziv Hospital in Safed and 
the Schneider Medical Center for Children in Israel, 
initiated a national project entitled the “Israel Survey 
of Mental Health among Adolescents” (ISMEHA). This 
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project was carried out between 2004 and 2005 and its 
main goals were to assess the mental health needs of 
adolescents living in the community and their care-
seeking practices. The study yields information on both 
the adolescents and their mothers that can assist deci-
sion-makers to prioritize and prepare evidence-based 
options for services and programs for this population. 
Table 1 shows the methods used by major European 
and American community studies and their results 
(14-22), and includes major findings of the ISMEHA. 
Our study is comparable to the B-CAMHS in design 
and instruments used and to the Puerto Rico survey 
and the MECA study insofar as population interviewed 
(adult caretaker/mother and child dyads). Our study 
differs from the Great Smoky Mountain Study, which 
was a longitudinal study and included three distinct age 
groups, and from the BCS which, although it used the 
same instruments as the ISMEHA, included a younger 
age group and sampled for children attending schools. 
Two national community surveys carried out in Israel 
have dealt with specific problems and behaviors but 
have not used epidemiological instruments to assess 
prevalence of mental disorders among adolescents (9, 
23). A national representative study of prevalence of 
mental disorders in the adult population of Israel, the 
first of its kind, has recently been published (24).

The specific aims of the study were: to estimate the 
prevalence of behavioral, emotional and mental disor-
ders among adolescents according to the International 
Classification of Diseases, Tenth Edition (ICD-10) 
(25) and the Diagnostic and Statistical Manual, Fourth 
Edition (DSM-IV) (26), and the patterns of comorbid-
ity; to identify help-seeking patterns in the adolescents 
and their mothers; to assess the extent of unmet needs; 
to ascertain health and social covariates; and to identify 
protective and risk factors for mental disorders. This 
paper reports on the methods used in the ISMEHA, the 
results of the fieldwork, and reviews the strengths and 
limitations of the study. 

MeThodS
The survey population. This nationwide, cross-sectional 
study included a representative sample of 14-17-year-
old adolescents living in the community, in urban set-
tings with more than 2,000 inhabitants and meeting 
the status of legal residents according to the National 
Population Register (NPR). Initially we sampled 13 to 
15 year olds so that by time of interview they would 

be 14 to 16 years of age. However, due to field work 
constraints, not all the data collection was carried out 
within schedule and therefore the age of the group 
shifted upwards. Not included in the survey population 
were: adolescents residing in small rural settings, such 
as kibbutzim or other collective settings (comprising 
7.3% of the population in this age group) and small or 
unrecognized Bedouin villages (1.7% in this age group); 
adolescents who study in the Arab sector in Jerusalem 
(2.8% in this age group), and Jewish ultra-orthodox 
(Haredi) adolescents. The last group was excluded before 
data collection began due to low response rates achieved 
in the pilot stage (4%), despite the active efforts made 
to adjust the survey’s methods to their specific requests 
(see below). Children of migrant workers, a very small 
percentage of the population in this age group, were not 
included in the study as most are not registered and do 
not meet the status of legal residents in Israel.

The sampling frame. The sample was based on the 
National Population Register prepared for the Ministry 
of Education. The file, updated to August 2002, included 
the names of all residents born in Israel or abroad 
between July 1, 1987 and June 30, 1990; and demo-
graphic data such as home address, school of atten-
dance, country of birth, and year of immigration, if 
relevant. New immigrants arriving in the country after 
August 2002 were not included in the sample. Deceased 
adolescents were removed from the sampling frame 
and migrants were partially removed (see Table 2). The 
number of adolescents in this age group in the sampling 
frame (including Jewish ultra-orthodox adolescents) 
was 317,604.

Sample size and sampling probability. Based on 
reported prevalence of mental disorders among adoles-
cents of between 12% and 20% (16, 19, 27, 28), a sample 
size of 1,000 adolescents (without Jewish ultra-orthodox 
adolescents) was calculated to enable the identifica-
tion of “any mental disorder” with adequate statistical 
power. Given an expected response rate of 2/3, an initial 
sample size of about 1,500 adolescents was chosen. The 
average sampling fraction was 1/212. However, calcu-
lations were made according to a sampling fraction of 
1/190 and therefore the final sample was not 1,500 but 
1,670, a little larger than originally planned. 

Sampling Method. To increase the cost-efficiency of 
the study, we sampled localities with a minimum of 
30 adolescents in this age group in the sample. All the 
urban settlements were distributed into sampling strata 
as follows: 
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Prevalence 
of Any 
Disorder 
(%)

Age 
groupTaxonomyInstrumentsSample sizeSampling frameStudy designYear StudyCountry

Europe and Israel

7%8 - 10DSM-iV
iCD-10

SDQ (screening)
DAwBA (2nd 
phase)

9,155 in 1st 
phase; 1,001 in 
2nd phase

All children 
attending grades 
2 to 4 in Bergen 
schools

Cross-
sectional

2002-
2003

Bergen Child Study 
(BCS) (Heiervang et 
al., 2007)

Norway

9.5% and 
2.1% NoS

5 - 15DSM-iV
iCD-10

DAwBA SDQ 
GHQ-12 

10,438 parent - 
child dyads

475 postal sectors 
from Child Benefit 
Register

Cross-
sectional

1999B-CAMHS
(Meltzer et al., 2003)

Great 
Britain

7.9% -21.8%*13-18DSM-iii-R
DiSC

YSR, CBCL & tRF 
(screening)
DiSC & CGAS
(2nd phase)

780 parent-child 
dyads

All 4-18 year-
olds of Dutch 
nationality, living in 
the Netherlands

Cross-
sectional

1993National Sample of 
Dutch Adolescents 
(Verhulst et al., 1997)

Holland

11.7%14- 17DSM-iV
iCD-10

SDQ
DAwBA
Use of services 
and demography 
questions

957 parent-
adolescent 
dyads

All residents 
of israel born 
between 7.1.1987 
and 6..30.1990.

Cross- 
sectional

2004-
2005

iSMEHA (Farbstein 
et al., 2009) 

Israel

American Continent

12.7%7 - 14DSM-iVSDQ
DAwBA
Risk Factors 
Measure

1,251 school 
children and 
mothers

All school children 
in Municipality of 
taubate

Cross-
sectional

2000-
2001

Child and 
Adolescent 
Psychiatric 
Disorders (Fleitlich-
Bilyk & Goodman, 
2004)

South-
east 
Brazil

6.9% 
-16.4% *

4 - 17DSM-iVDiSC-iV
PiC-GAS

1,886 parent-child 
dyads

US Bureau of the 
1990 Population 
and Housing 
Census 

Cross-
sectional

2000Rates of Child 
and Adolescent 
Disorders (Canino et 
al., 2004)

Puerto 
Rico

12% -15%9, 11, 
13

DSM-iii-RCAPA
CBCL

1,420 youth - adult 
caretaker dyads

All public school 
districts in 11 
counties

Longitudinal1993-
2000

Great Smoky 
Mountain Study of 
Youth (Costello et 
al., 1996)

South-
east 
USA

2.1% suffer 
form 
disabling 
mental 
health 
condition

4 - 17iCD-9Direct questions 
to parents: is the 
child limited, to 
what degree, in 
what activities

99,513 parents 
of non-
institutionalized 
minors 

US Bureau of 
Census for the 
NCHS - households

Cross-
sectional

1992-
1994

National Health 
interview Survey 
(Halfon et al., 1999)

USA

5.4% to 
50.6% *

9 - 17DSM-iii-R
CGAS

DiSC - 2.3
SURF
PPVt-R

1,285 youth - adult 
caretaker

Probability 
household samples 
in 4 geographic 
areas

Cross-
sectional

1991- 
1992

MECA
(Lahey et al., 1996; 
Shaffer et al., 1996)

USA

Lifetime 
prevalence 
of MD = 
15.3% and of 
mD = 9.9%.
30/day 
prevalence 
of MD=5.8% 
and of mD 
2.1%.

15-24DSM-iii-RCiDi 1.01,769 adolescents 
and young adults

US household 
population

Cross-
sectional

1990-
1992

National 
Comorbidity Survey 
(kessler & walters, 
1998)

USA

Table 1: Review of major community studies of prevalence of mental disorders in children and adolescents in Europe and the 
American Continent

* depending on measure of impairment
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Cities were ordered according to size of the adoles-1. 
cent population 13-15 years of age. 
The three largest Israeli cities (Jerusalem, Tel Aviv and 2. 
Haifa) plus another eight large cities were included 
in the sample with certainty. The adolescents in those 
cities were chosen through systematic random sam-
pling and they were sampled in one-step. 
In all the other urban settlements the sampling was 3. 
made in two-steps. The cities were distributed into 
strata according to the two main types of locality 
(whether they were Jewish/mixed or mainly Arab-
populated cities) and by six geographical regions 
(Jerusalem District, Tel Aviv District, Haifa District, 
Northern District, Central District and Southern 
District) and ordered within each stratum accord-
ing to size. Size referred specifically to the estimated 
number of 13 to 15 year olds in the sampling frame 
in each city.
The urban settlements in the sample were chosen 4. 
through systematic random sampling with a prob-
ability proportional to size so that the final sample in 
each stratum represented all the adolescents in that 
stratum. 
All adolescents within each of the sampled locali-5. 
ties were ordered according to age, gender and geo-
graphic distribution within the city, in an attempt to 
represent all socio-economic groups. The adolescents 
in that city were sampled by a systematic random 
sampling method. The sampling probability within 
each city was calculated so that the final sampling 
fraction would be the same for the total sample. 

InSTRuMenTS 
The survey used two measures: the Strengths and 
Difficulties Questionnaire (SDQ) (29), the Development 
and Well-Being Assessment Inventory (DAWBA) (30), 
and services utilization questions and health status and 
socio-demographic questions. 

The Strengths and Difficulties Questionnaire
The SDQ is a screening diagnostic instrument designed 
for evaluating social, emotional and behavioral func-
tioning in children and adolescents aged 4-17 years 
(30-32). It includes five subscales: four of them refer to 
difficulties and one to the adolescents’ strengths. Its 25 
items cover four clinical domains, namely, hyperactiv-
ity-inattention, emotional symptoms, peer-relationship 
problems and conduct problems, and one distinct pro-

social behavior domain. Each item/statement is rated 
on a 3-point scale as 0 (not true), 1 (somewhat true), or 
2 (certainly true). The questionnaire is multi-informant, 
i.e., can be administered to adults (parents, caretakers 
and teachers), and also includes a self-report version 
for adolescents aged 11-17. In addition to the clinical 
domains, the SDQ is supplemented with an impact 
module that asks the respondents to assess whether the 
adolescent in question has a problem, its chronicity, and 
whether this results in emotional distress, social impair-
ment or burden to the family. The psychometric proper-
ties of the SDQ, tested in different cultural contexts and 
in clinical and community settings, are satisfactory (33-
39). Its internal reliability-consistency (mean Cronbach 
alpha) was 0.73; for retest stability after 4 to 6 months, 
the mean was 0.62 and for cross-informant correlation 
the mean was 0.34 (36). 

The SDQ has been used internationally and trans-
lated into more than 60 languages. We used the Arabic 
and Russian versions of the instrument readily avail-
able at http://www.sdqinfo.com/, while the Hebrew 
version was developed especially for this study by the 
team members (DL, IM-K, IL). The Hebrew translation 
took into account cultural aspects of the questions, col-
loquialism and idioms. Two bilingual researchers were 
in charge of back-translating the Hebrew version into 
English. The back-translation was compared to the 
original questionnaire and sent to the SDQ’s author, 
whose comments were discussed by both translators 
and a third bilingual staff member was consulted about 
the few discrepancies that emerged. Lastly, a pilot test 
was conducted on 15 subjects recruited for the study, 
after which a final decision on the exact wording was 
made. The questionnaire took from 5 to 10 minutes to 
complete.

The Development and Well-Being Assessment Inventory
The DAWBA is a package of questionnaires, inter-
views and rating techniques that generates ICD-10 and 
DSM-IV psychiatric diagnoses for children aged 5 to 
17 years (30). The specific disorders include: separation 
anxiety, specific phobias, social phobia, panic attacks 
and agoraphobia, post-traumatic stress, compulsions 
and obsessions, generalized anxiety, depression, and 
less common problems such as tic disorder. In addi-
tion, information is obtained concerning deliberate self-
harm, hyperactivity and awkward/troublesome behav-
iors, and on the burden and impact of these symptoms 
on the respondent’s family. 
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The DAWBA is a multi-informant instrument, con-
structed for its administration in private homes and 
combines some of the best features of structured and 
semi-structured measures. When definite symptoms 
are identified by the structured questions, interviewers 
use open-ended questions and supplementary prompts 
to get parents or the adolescent himself to describe the 
problem in their own words (14). On the basis of the 
comments of both mothers and adolescents recorded 
by the interviewers, a team of psychiatrists confirmed 
or rejected the preliminary computerized diagnoses and 
a final diagnosis for each adolescent was thus obtained. 
The Hebrew translation was performed by the same 
procedure as described above for the SDQ. 

Services Utilization
These questions assess parental attitudes and practices 
regarding the needs of the adolescent experiencing 
emotional and behavioral problems. They include 
items on lifetime and past 12 months use of services 
for mental and physical disorders. As well, they ask 
about the use of psychotropic medication and referral 
to specialists by school or other agents in the com-
munity. The self-report version inquires about the 
adolescent’s contacts with school-based counseling 
sources and contact with other service providers in 
the community, without any attempt to evaluate the 
effectiveness of the services received.

Health Status and Sociodemographic Questions
These questions record the socio-demographic charac-
teristics of the family and the adolescent, probe health 
status and health problems as well as daily life experi-
ences, school performance and extracurricular activi-
ties. Risk and protective factors for psychopathology, 
such as family and social life, school performance, 
smoking, drinking, drug use and sexual harassment, 
were included. 

SuRvey PRoCeduReS
Survey mode. The survey used a face-to-face interview 
mode and was carried out at the respondents’ homes 
between January 2004 and March 2005. Two trained 
interviewers interviewed the mother and adolescent 
simultaneously and independently. The mother was 
specifically targeted, as opposed to “any adult caretaker,” 
because we assumed she is more frequently at home, 
more accessible and more aware of the health services 
used by the family members. As in other studies (20), 

we selected the mother as the adult respondent, unless 
she had not lived with the child for the six months pre-
ceding the interview. 

A survey firm, Public Opinion & Marketing Research 
of Israel (PORI), employed interviewers and supervised 
the fieldwork, together with the staff of the Ministry of 
Health. The face-to-face mode was particularly impor-
tant given the sensitive questions asked and the length 
of the interview. On average the mothers' interview 
took between 50 and 90 minutes and the adolescents' 
interview between 45 and 75 minutes, depending on the 
history of disorders of the adolescent.

The interviews were carried out in Hebrew (n = 570), 
Arabic (n =300) and Russian (n = 87) according to the 
preference of respondents. Russian was used only for 
immigrant mothers, as it was assumed that all adoles-
cents who have been in the country for at least one year 
had adequate Hebrew knowledge. 

Training of interviewers. The 104 lay interviewers 
who participated in the data collection, mostly women, 
were college students and experienced survey inter-
viewers. They were trained in small groups in an 8-hour 
training session during which they went over the inter-
view schedule, reviewed the questionnaires and were 
instructed regarding particular aspects of the different 
questions. After they completed the first three inter-
views, they went through the questionnaires with the 
fieldwork supervisor and reviewed any errors or omis-
sions in each of the completed questionnaires.

Confidentiality and ethics. All interviewers signed 
a form promising to respect the confidentiality of the 
information they received. All identifying informa-
tion, except for the identity code, was stored sepa-
rately from the questionnaire. Confidentiality could 
be infringed only for cases in which the adolescent 
reported sexual abuse or explicit suicidal intentions, 
cases that the law mandates should be conveyed to the 
appropriate authorities. The Helsinki Ethics Committee 
of the Schneider Medical Center for Children in Israel 
approved the study. 

Data collection. Efforts were made to confirm the 
address and telephone number of families of all the 
adolescents included. An introductory letter explain-
ing the objectives, the randomization method and con-
fidentiality of the data and providing a phone number 
for possible queries was sent to each pre-designated 
target family. A week later, the interviewer arranged an 
interview date by phone and on the assigned date two 
interviewers made a home visit. They asked the mother 
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to sign a consent form and informed both the mother 
and adolescent about their right to stop the interview 
at any time. After the interview was completed, both 
mother and adolescent were asked for their consent to 
approach a schoolteacher of their choice. If both mother 
and adolescent signed the consent form, then it was 
mailed to the teacher, along with the teacher’s version 
of the DAWBA, and a letter of explanation signed by 
a high officer of the Ministry of Education and a pre-
stamped envelope with a return address. 

Response rates. Table 2 shows response rates by gen-
der and population groups. Overall response rate was 
68.2%: 14.8% of the subjects were not located and 17.0% 
refused to participate in the study. Among the located 
subjects response rate approached 80%. Response rates 
varied by population group, with higher rates among 
boys and inhabitants from Arab localities. 

After the feasibility stage showed that only 4% of 
the Jewish ultra-Orthodox families would be willing to 
participate, it was decided not to include this group in 
the study. The 245 Jewish ultra-Orthodox adolescents 
and their families were identified by the name of the 
school they were attending and their home address, 
as they attend a separate educational system and live 
in specific neighborhoods, and thus it was possible to 
exclude them from the sample.

Defining “Respondents,” “Refusals” and “Not contacted” 
“Respondents.” The subjects were classified as respon-
dents if the interviews to mother and adolescent were 
performed and completed as described. There were 
22 mothers who refused to answer the questionnaire 

but signed and consented that their child participates, 
and 50 adolescent who refused, although their mothers 
answered the questionnaire. In these cases, we based 
our diagnoses on single source of information. Thus, 
we have 957 cases with at least a single informant, 885 
cases with, at least, two informants (adolescent and 
mother), and 169 cases with three informants (adoles-
cent, mother and teacher).

“Refusals.” When the introductory letter did not 
return, the family was contacted in order to convince 
both mother and adolescent to participate. If the fam-
ily refused, a second letter signed by the Mental Health 
Advisor to the Minister of Health (IL) was sent, appeal-
ing to them to contribute to the public good. If they still 
refused, the survey coordinator again tried to convince 
them to participate. Only after the third refusal were 
they classified as “Refusals” (N=238).

“Not located.” If the introductory letter was returned 
by the mail, the interviewer visited the address to cor-
roborate that the family had moved and to try to find 
out from neighbors the new address. If the interviewer 
could not obtain information from the neighbors, the 
school principal was approached and, with the help of 
an official letter from the Ministry of Education, was 
requested to help us find the adolescent's address and 
home telephone. If the child had left the school and the 
school authorities did not have any information, we 
approached the Ministry of Interior and tried to find 
out the new address of the family. If we failed, the case 
was considered “Not located” (N = 207). 

Inflation Method and Response Rates. The sample was 
weighted back to the total population to compensate for 

Total population Gender Type of locality

 
 

N

 
 

%

Male Female Jewish/mixed 
localities

Arab localities

N % N % N % N %

Gross sample 1,670 100.0 854 100.0 816 100.0 1,370 100.0 300 100.0

Excluded: 268 16.0 139 16.3 130 15.9 267 19.5 1 0.3

a) Ultra-orthodox Jews 245 14.7 132 15.5 114 14.0 245 17.9 0 0.0

b) Abroad 1 year+ 23  1.3 7 0.8 16 1.9 22 1.6 1 0.3

Net sample 1,402 100.0 715 100.0 686 100.0 1103 100.0 299 100.0

Not located 207 14.8 102 14.3 105 15.3 195 17.7 12 4.0

Refusals 238 17.0 116 16.2 121 17.6 219 19.9 19 6.4

Respondents 957 68.2 497 69.5 460 67.1 689 62.5 268 89.6 

Of located: Respondents 957 80.1 497 81.1 460 79.2 689 75.9 268 93.4

Table 2: Fieldwork results by gender and population groups
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unequal selection probabilities resulting from cluster-
ing effects and non-response. The weights were adjusted 
to make weighted sample totals conform to known 
population totals taken from reliable Central Bureau 
of Statistics (CBS) sources, after Jewish ultra-Orthodox 
adolescents were removed.

The weighted groups were chosen according to gen-
der, age and population groups. The categories were 
gender (male and female), age (14, 15, 16, 17 years) and 
population group (Jews and others born in Israel; Jews 
and others born abroad; Muslim and Christian Arabs; 
and Druze). The inflation method for each group of 
individuals was determined according to the known 
characteristics of the respondents and non-respon-
dents in the given group. Response status was assigned 
according to the following categories: a) respondent; b) 
left the country; c) refused to answer; d) ultra-Ortho-
dox; e) not located. Jewish ultra-Orthodox youth were 
excluded from the population, as explained above, as 
well as those who left the country. Respondents and 
refusals were included in the study population and 
those not contacted were proportionally divided into 
refusals and those who should not have been included 
in the study population from the start.

Table 3 presents response rates according to popula-
tion group and size of city. There were higher response 
rates among Druze, Muslim and Christian respondents 
than among Jewish respondents. There were higher 
response rates among adolescents living in mid-sized 
urban localities than among those living in larger cities. 

Quality control procedures. Data quality was con-
trolled in a number of ways in order to increase the reli-
ability and validity of the survey information. Parents 
had to sign an informed consent form, as well as their 
consent to interview their child’s teacher and, therefore, 
we could corroborate that the interview had indeed 
taken place. A few parents refused to sign the form out 
of fear that this would obligate them to something later 
on but agreed to carry out the interview. These parents 
were contacted again to make sure they had agreed to 
be interviewed. All questionnaires were reviewed upon 
reception by the field coordinator and missing data that 
could be provided by the interviewers were retrieved as 
soon as possible. 

Results of the Fieldwork. Table 4 presents the socio-
demographic characteristics of the survey participants. 
The proportion of boys was slightly higher than that of 
girls. Over 85% of adolescents lived in a household with 
married parents, and 14% lived with their divorced or 

single mother. The majority of respondents, 77%, lived 
in families with three or more children. Approximately 
40% of the respondents’ mothers had 13 years or more 
of education. Nearly 1/4 of the respondents’ fathers did 
not work in paid employment: 1/3 of them had a physi-
cal or a mental disability; 1/3 were not looking for work 
because they were pensioners or still studying, or in 
prison; and 1/3 were unemployed and did not find work. 
Most respondents (80%) were living in a Jewish or mixed 
Jewish-Arab city and 20% in exclusively Arab locations. 
Over 81% of the adolescents were born in Israel.

dISCuSSIon
The ISMEHA is the first general population survey on 
mental disorders and use of services in adolescence ever 
carried out in Israel. It used a structured psychiatric 
interview that allows the establishment of prevalence 
estimates in the non-institutionalized population in the 
community, and enables international comparisons. 
This study also overcomes one of the main problems 
that hamper studies on children’s and adolescents’ use of 
services by studying the different service sectors avail-
able to families and adolescents rather than concentrat-
ing on services provided by one single sector (usually 
the specialty of mental health or the education sector). 

Additionally, ISMEHA brings benefits to the research 
community: for example, the approved Hebrew ver-
sion of the SDQ we developed has been posted at the 
public open website of the SDQ created by Goodman 

Characteristic %

Population group

 Jews and others born in israel 65.0

 Jews and others born out of israel 55.0

 Arab Muslims and Christians 86.0

 Druze 93.0

City size

 Jerusalem (732,100) 60.0

 tel Aviv (384,600) 57.0

 Haifa (267,000) 46.0

 other large cities (100,000-200,000) 60.0

 Jewish-mixed mid-size urban localities (<100,000) 66.0

 Arab urban localities (<70,000) 89.6

Table 3.  
Response rates (%) by population group and city size
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(www.sdqinfo.com) and Hebrew-speaking research-
ers are freely accessing and using it. In addition, the 
database developed in this project, which belongs to 
the Ministry of Health of Israel, will be placed in the 
public domain and open access to this data base will 
enrich knowledge on adolescent mental health and will 
stimulate further research.

The overall response rate obtained is an acceptable 
rate for community studies that draw their samples from 
the National Population Registry (39-41). A household-
based survey would probably yield a higher response 
rate but a bias would be emerging because of parents’ 
tendency to choose the “healthiest” child to be inter-
viewed. The results of this study can be generalized to 
the general population and provide essential informa-
tion for policy and for planning programs and services.

Study limitations 
The main limitation is that the survey covers a reduced 
age group. Although initially we targeted the 5-17 
years of age group, limited resources forced us to nar-
row the age band. The rationale for choosing the 14-17 
age group was that psychiatric disorders are diagnosed 
more reliably as age increases. Older adolescents also 
provide independent information that parents may not 
be aware of and then the two sources of information 
may be combined to provide a better estimate of mental 
disorder. An additional argument for choosing the older 
end of the spectrum was that retrospective information 
that might shed light on the development of the disor-
der and attempts to care for it could be obtained. The 
upper age limit was determined by the fact that after 
adolescents become 17, many (both genders) join the 
Israel Defense Forces (IDF) and are not eligible for 
interviewing by civilian sources. 

We have insufficient knowledge regarding whether 
the two sub-populations not included in the study 
(i.e., Jewish ultra-Orthodox and Arab residents of East 
Jerusalem) have higher rates of mental disorders, but we 
know that they have different patterns and lower rates 
of use of psychiatric services (42-44), and therefore an 
assessment of these particular populations is definitely 
needed. One of these groups, the ultra-Orthodox Jewish 
population, follows the most theologically conservative 
form of Orthodox Judaism and comprised 17.8% of 
the population among adolescents between 14 and 17 
years of age at the time the sample was drawn (2002). 
Children and adolescents attend schools where girls 
and boys study separately and live in more or less seg-

regated neighborhoods in several cities. Children are 
not allowed to watch TV or films, to read secular news-
papers or use the Web and thus parents and teachers 
have strong control over the information to which they 
are exposed. A survey that attempts to assess the ultra-
Orthodox community in Israel has to be planned, from 
its conception, together with the religious leaders of the 
community in order to secure their approval of the con-
tent of the subjects to be dealt with. In order to include 
all sub-cultures, a national survey might consider a basis 
of common core questions and additional differential 
supplements for the different cultural groups.

Differential non-response rates must be discussed. 
Although the response rate was satisfactory, rates 
substantially varied across the study subgroups. The 
compliance of the new immigrants was lowest (55%), 
whereas that of the Israeli-Arabs was highest (90%), 
with the mainstream Jewish population around the 

Characteristic N %

Gender

 Boys 497 51.2

 Girls 460 48.8

Marital status of parents

 Married 813 85.6

 Single/divorced/widowed 122 14.4

Number of children in family

 1 23 3.0

 2 151 19.7

 3 230 25.9

 4-6 401 40.1

 7-16 132 11.3

Maternal years of schooling

 0-11 299 27.3

 12 277 32.8

 13 and over 325 39.9

Employment status of father

 Employed 661 77.0

 Unemployed 214 23.0

type of locality

 Jewish or mixed city 689 80.1

 Arab city 268 19.9

Country of origin

 israel 826 81.5

 other 131 18.5

Table 4. Socio-demographic characteristics of the ISMEHA 
sample (raw numbers and weighted proportions) 
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62% rate. Based on research on the determinants of 
non-response (45), there is some reason to believe that 
these non-respondents had higher rates of psychiatric 
disorder than respondents, although this must be cor-
roborated for the adolescent population. 

Finally, there was a low teachers’ response rate. The 
original design took into account the three-informant 
format: the parent, the teacher and the adolescent. 
Teachers’ participation was conditional to the written 
consent signed by both mother and adolescent. If con-
sent was given, a letter with the name of the teacher 
was sent to the school, but often families provided 
only the first name of the teacher or the wrong school 
address. Due to budgetary restrictions the follow-up of 
the teachers’ compliance was not carried out efficiently 
enough. 

Despite these limitations, the ISMEHA enables 
the creation of a unique and comprehensive database 
informing on the prevalence, services utilization and 
unmet needs of adolescents with mental and behavioral 
disorders in Israel. 
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